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ASSISTANT SURGEON TO THE EPISCOPAL AND ORTHOPAEDIC HOSPITAL. 

A LABORER, set 40, while standing on a boat, was struck on 
the back of the left shoulder by a large iron bucket which was 
swinging from a crane. He was knocked down by the blow, and 
partly stunned. He came at once to the hospital complaining of pain 
in the shoulder, particularly on moving the arm. 

On examining him, the posterior part of the shoulder was seen to 
be scratched and somewhat bruised, showing where he had been 
struck. 

On examining him from the front, both clavicles projected above the 
acromion process an equal distance, thus showing that there was not, 
as I had at first suspected, a simple upward displacement. In front of 
the acromial extremity of the left side there was a marked hollow and 
the acromion process appeared more distinct and prominent than that 
of the sound side. 

On following the line of the clavicle with the finger one could feel 
the inner edge of the acromion process projecting about an inch in 
front of the displaced end of the clavicle. 

On looking at him from the rear the displaced end of the clavicle 
was seen resting on the spine of the scapula, forming a marked pro¬ 
jection near its outer extremity. It rested in the supra-spinous fossa. 
The movements of the arm were quite good, although somewhat re¬ 
stricted and painful. 

Attempts were made to reduce the luxation, both while the patient 
was in a sitting and standing position, but difficulty being experienced, 
he was placed flat on his back and the -bone was replaced without 
trouble. On rising from the recumbent position, the deformity imme¬ 
diately reappeared. 

The following dressing was then applied, while the patient was still 
lying on his back with the deformity reduced. A roll of bandage an 
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inch and a half long and three-quarters of an inch in diameter was 
pressed into the supra-spinous fossa close to the extremity of clavicle 
being wedged in by the posterior surface of the clavicle in front, and 
the anterior surface of the spine of the scapula behind. 

This was kept in place by two strips of adhesive plaster about 
eighteen inches long by two broad, crossing directly over it and fas¬ 
tened in front and back to the chest. A pad of lint was then laid over 
the shoulder and the third roller of Desault applied, the hand being 
placed in a sling. 

The man was under treatment for three or four weeks, and recov¬ 
ered the full use of the arm and had not the slightest trace of de¬ 
formity. 

Dislocations of the acromial end of the clavicle (as they 
are called), although regarded by some as very rare are, in my 
experience at least, not very uncommon. I have certainly in a 
moderate experience seen three or four. They were, how¬ 
ever, all upwards, and when I saw that this was not of that 
character I knew it was a rare form, and examined it care¬ 
fully. 

No one, by examining him in front, except from the promi¬ 
nence of the acromion process, would have suspected a dislo¬ 
cation of the clavicle. Viewed from this direction, there was 
absolutely no difference in the profile of the two shoulders. 
Viewing him, howeve , from the side and rear, the deformity 
was at once evident, and the diagnosis easily established by 
following the line of the clavicle and acromion and spine of 
the scapula with the fingers. In a dislocation of this joint I 
had expected to find some upward displacement, but I could 
see none, it appeared as though the scapula had just been dis¬ 
placed forwards about the length of its articulation with the 
clavicle, a distance of three-fourths of an inch or an inch. 

That it was a distinct dislocation was shown by the marked 
deformity, the ease with which it was reduced with the man 
on his back and the certainty of its reappearance when he as¬ 
sumed an upright position. Malgaigne, in his treatise on 
luxations, divides them into incomplete and complete upward, 
sub-acromial and sub-coracoid luxations. Although he did 
not make a separate class, still he undoubtedly did recognize 
the existence of dislocations upwards and backwards, tor he 
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sa y s (p-436): ‘‘ It is rare that the clavicle is not carried either 
in front or back at the same time as up. I have seen it back¬ 
wards four times, once among others at more than one centi¬ 
metre behind the facet of the acromion.” 

The best description of this upward and backward disloca¬ 
tion is by lie van, in the Dublin Quart. Jour. Med. Sci., 1869, 
XLVIII, p. 492-496. He endeavors to show that his case dif¬ 
fered from Malgaigne’s four cases by assuming that Malgaigne 
regarded his cases as simple upward dislocations. That this 
was not the fact will, I think, be shown by the above quota¬ 
tion ; indeed, one of the cases was a very marked one, Mal¬ 
gaigne giving the amount of posterior displacement as being 
one centimetre behind the facet of the acromion. Still, Mal¬ 
gaigne did not appreciate the importance of this particular 
form of dislocation, and Bevan did, and to him belongs the 
honor of recognizing it, carefully describing it and setting it 
properly before the profession. 

Since Bevan’s article there have been three cases published, 
two by Dr. Dawson ( 07 /. La 11. and Observer , 1S70, XIII, p. 
741), and one by Doughty {Richmond and Louisville Med. 
Jour., July, 1S76, Vol. XXII, p. 1-7, and reference is made to 
it by Hamilton, Ashhu'rst and Erichsen. The two former con¬ 
sider it more from the standpoint of treatment, and none of 
the latter do much more than mention its existence. 

That there is an upward and backward dislocation, and that 
it does differ very essentially from a simple upward one will be 
evident to any one who reads Bevan’s article. 

To Malgaigne's division into incomplete and complete up¬ 
ward, sub-coracoid and sub-acromial luxations may be added 
the upward and backward dislocation of Bevan, and I believe 
also the simple backward luxation of which my own case is an 
example. Instead, however, of making two separate classes 
of these two backward dislocations, they can be included in a 
single one with two varieties, just as Malgaigne did with the 
upward one. If they were comparatively slight they were 
called incomplete, but if they were marked and the clavicle 
was entirely displaced, they, were complete. In the same 
manner we can call a purely backward dislocation an incom- 
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plete backward one, and a dislocation upwards end backwards 
a complete dislocation backwards, because it is evident that with 
these two the same as with the first two, it is only a question 
of degree. Had the clavicle in my case been displaced far¬ 
ther backwards, the ligamentous connection with the scapula 
would have been destroyed and it would of necessity have 
been drawn up by the trapezius, the shoulder would have fal¬ 
len and we w'ould have had a marked displacement upwards as 
well as backwards. This occurred in Bevan’s case. 

The dislocations at this end of the clavicle are almost al¬ 
ways produced by direct violence. 

Bevan says that to produce the upward and backward 
dislocation the force must be applied to the clavicle itself and 
on its anterior aspect. This was how it occurred in his case, 
but regarding, as I do, the upward and backward as merely 
a complete and more advanced form of the backward disloca¬ 
tion, I cannot regard it as being the only manner by which it 
can be produced. In my own case the scapula was thrust for¬ 
ward by a blow from the rear, and had it been more violent or 
the resistance greater, we would undoubtedly have had a case 
produced exactly similar to that of Bevan’s. 

As regards the diagnosis, no difficulty, as a rule, will be 
found: the deformity is marked, the swelling slight, and the 
relative position of the displaced parts can be readily deter¬ 
mined by'the fingers. Concerning the treatment, the same is 
true here as in simple upward dislocations. When they are 
incomplete, it is often possible to retain the parts fairly well 
in position, and a good result both as regards function and de¬ 
formity can be secured, but when it is complete the greatest 
difficult will be encountered in keeping the deformity reduced, 
and healing takes place both with marked deformity and even 
more loss of function than occurs in complete upward luxa¬ 
tions. 

It will be found much easier to reduce the deformity while, 
the patient is lying on his back, and all retentive apparatus 
should be applied while he is in the recumbent position. 

Doughty had a very good result by bringing the arm back¬ 
wards and to the body, and fixing it in that position by adhe- 
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sive plaster, much as in Dr. Sayre’s dressing for fractured 
clavicle. 

Drs. Montgomery (Am. Jour. Med. Sci., 1875, LXX, 407) 
Sherman and Price {Trans. N. Y. State Med. See., 1875, 361- 
364), applied Dr. Moore's bandage for fractured clavicle {Trans. 
N. Y. Med. Soc., 1870) to dislocations of the clavicle upwards 
with good results; and in view of Dr. Doughty’s experience it 
would be wise to give either it or Dr. Sayre’s dressing a trial 
in these complete backward dislocations. In my own case 
the only thing necessary was to keep the clavicle from slip¬ 
ping backwards towards the scapular spine, and this was ac¬ 
complished by wedging in a small firm roll of bandage between 
the end of the clavicle and the spine of the scapula. This 
was retained in place by the two long strips of adhesive plas¬ 
ter and crossed over it and also by an additional soft lint pad 
held in place by a firmly applied third roller of Desault. 



